. Serum and urinary mercury levels before and after medical treatment and surgical removal of subcutaneous mercury deposits have beent intended as an aphrodisiac. The patient and her husband were always very reticent about giving any information, even though interpreters of their own race and creed were provided. (1969) The case is reported of a young adult with histiocytosis X confined to the scalp and face. Over a five-year period he has shown no evidence of dissemination to other organs, and has remained in good general health. Histiocytosis X is a rare disorder in the adult; death from pulmonary or bone marrow infiltration is the usual outcome. Rarely, however, where the disease is confined to the skin alone, a favourable prognosis may be anticipated. Such localized cases merit recognition in order to distinguish them from the disseminated form of adult histiocytosis X with its generally gloomy prognosis.
Case report A 21-year-old preclinical medical student presented with a five-year history of severe scaling and irritation of the scalp with pustulation and bleeding. He had initially been diagnosed as having a severe folliculitis and Staphylococcus aureus had been cultured from pustules on several occasions, but there had been little improvement with topical and systemic antimicrobial therapy. On examination there was a severe folliculitis of the scalp with crusting, erythema and induration. There was no scarring or hair loss. After intensive antistaphylococcal therapy it was possible to see individual brown, purpuric, crusted papules clinically typical of Letterer-Siwe disease at the scalp margin ( Figure 1 ). A few, tiny, similar papules were seen along the alae nasi and in the conchi of the ears.
A biopsy of the scalp showed dense nodular aggregates of histiocytic cells in the mid and upper dermis (Figures 2 and 3 ). Electron microscopy of these cells showed them to contain numerous Langerhans' cell granules. Biopsy of the right ala nasi showed similar changes. General medical examination was normal, and in particular there was no hepatosplenomegaly or lymphadenopathy. Full blood count, bone marrow, immunoglobulins, biochemical profile, chest and skull X-rays were normal, and mycological examnination of the scalp was negative. Treatment with topical nitrogen mustard has been employed with considerable benefit.
Discussion
The term histiocytosis X is used to describe a group of disorders sharing a similar pathological picture. Although it is conventional to distinguish Letterer-Siwe disease, Hand-Schiiller-Christian disease, and eosinophilic granuloma of bone, it is recognized that a spectrum of intermediate forms exists.
The morphology of the cutaneous eruption in this case conformed to that seen in Letterer-Siwe disease, a disorder most commonly encountered in the first two years of life. A review by Chevrant-Breton (1978) occurring in adults, to-which Vollum (1979) added a further four. In children, the prognosis seems to be determined by the extent of multisystem involvement (Pritchard 1979) , and in those in whom it is confined to a single organ system the outlook is uniformly favourable. In adults the prognosis seems similarly determined, although spontaneous recovery, a phenomenon well recognized in the childhood form, has not been described. The majority of adults die of pulmonary or bone marrow involvement; however 2 patients with cutaneous disease alone cited by Chevrant-Breton (1978) remain well over twenty years after diagnosis, and Vollum (1979) reported a man who had cutaneous disease for nearly fifty years before succumbing to a lobar pneumonia.
In this patient with disease confined to the scalp and face, a favourable long-term prognosis is anticipated. Such cases, albeit very rare, merit distinction from the disseminated, multisystem forms of adult histiocytosis X because of their very different prognosis.
Intravenous catheter fragment irretrievable by radiographically-guided non-surgical techniques'
Geoffrey E Rose BSC MRCP2 Dulwich Hospital, London SE22 Investigation of pulmonary embolization in a patient revealed an unusual and unexpected potential source. Failure of radiographicallyguided percutaneous transvenous retrieval of a long intravenous catheter fragment was clearly demonstrated at post-mortem examination to be due to the fragment being firmly adherent to mural thrombus in a tributary of the left hepatic vein.
Case report A 65-year-old woman with atrial fibrillation omitted her digoxin and diuretic whilst abroad and required admission to an 'intensive care unit' for eight days. During the next three months, after returning to Britain, she complained of vague chest pains and breathlessness. She had slight central cyanosis but otherwise was in atrial fibrillation with a well controlled ventricular rate without evidence of cardiac failure or focal pulmonary disease.
She was subsequently admitted to hospital for investigation, during which an intermittent lowgrade pyrexia was recorded. Haemoglobin concentration was 15.0 g/dl, white cell count 14.4 x 109/l (normal differential), Westergren erythrocyte sedimentation rate 29 mm in the first hour, normal serum urea and electrolytes and minimal elevation of serum alkaline phosphatase, aspartate transaminase and gammaglutamyl transpeptidase. Electrocardiography showed atrial fibrillation without acute changes. Forced expiratory volume in the first second was 1.0 1, vital capacity 1.7 1 (predicted values 2.0 1 and 2.7 1 respectively); arterial hydrogen ion concentration was 35 nmol/l, carbon dioxide tension 5.2 kPa and oxygen tension 10.1 kPa (breathing air). A ventilation and perfusion pulmonary scintigram was characteristic of multiple pulmonary emboli and a small thrombosis in the left popliteal vein was demonstrated on venography. On chest Xray an approximately 35 cm length of radioopaque cannula was evident, extending from the left subclavian vein, through the left brachiocephalic vein, superior vena cava and right atrium and into the inferior vena cava. A retrospective history strongly implicated the foreign treatment as the origin of the embolized catheter fragment, although the patient had not been told of its occurrence.
On the basis of these investigations, anticoagulation with heparin was commenced, followed later by warfarin therapy.
Two attempts at radiographically-guided percutaneous transvenous removal of the cannula failed because the fragment could not be dislodged. During one session the patient developed ventricular fibrillation, and direct current defibrillation restored sinus rhythm. Whilst awaiting transthoracic surgical removal of the cannula, the patient suffered a cardiorespiratory arrest with an unsuccessful resuscitation.
A large acute myocardial infarction, with occlusion of the left coronary artery by pale thrombus, was demonstrated at post-mortem examination. The inferior end of the cannula was, 
